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MCE Portals



MCE Portals

• Anthem – via Availity
• CareSource
• Managed Health Services
• MDwise

Through the MCE portals providers can:

• Enroll, disenroll, and update primary medical providers

• Review their encounter claims

• Inquire on a managed care member's eligibility

http://www.availity.com/
https://providerportal.caresource.com/IN/User/Login.aspx?ReturnUrl=/IN
http://www.mhsindiana.com/
https://secure.healthx.com/v3app/publicservice/loginv1/login.aspx?bc=b970749d-9da8-414c-a829-a290ab4bea1d&serviceid=0d390b88-4c5f-4144-84ed-eee85184d067https://secure.healthx.com/v3app/publicservice/loginv1/login.aspx?bc=b970749d-9da8-414c-a829-a290ab4bea1d&serviceid=0d390b88-4c5f-4144-84ed-eee85184d067


MCE Portals

Availity is a secure multi-health plan portal that will get you the information you need instantly.  It can 
be accessed at www.availity.com and used to do the following:

• Eligibility and Benefits Inquiry

• Claim Submission and Inquiry

• Patient Care Summaries

• Care Reminders

• Online Remittances

• Request Prior Authorization through the Interactive Care Reviewer (ICR)

• Obtain status of an Authorization request through the ICR.

http://www.availity.com/


MCE Portals

The CareSource Provider Portal allows providers to save money and time. 
Providers can access the following:

• Verify Member Eligibility

• Provider Membership Lists

• Clinical Practice Registry 

• Provider Grievance 

• Provider Appeals

• Submit Claims

• Claim Recovery Request

• Care Management Referral

• Provider Maintenance 

https://providerportal.caresource.com/IN/User/Login.aspx?ReturnUrl=/IN


MCE Portals

The myMDwise Provider Portal allows registered providers to: 

• View member eligibility information.

• View member claims information.

• View member PMP information.

• View PMP patient rosters.

• Submit requests to Care Management/Disease Management programs.

• Request access to Quality Reports.

• Request access to Member Health Profiles.

• Contact MDwise Provider Relations securely online.

https://secure.healthx.com/v3app/publicservice/loginv1/login.aspx?bc=b970749d-9da8-414c-a829-a290ab4bea1d&serviceid=0d390b88-4c5f-4144-84ed-eee85184d067https://secure.healthx.com/v3app/publicservice/loginv1/login.aspx?bc=b970749d-9da8-414c-a829-a290ab4bea1d&serviceid=0d390b88-4c5f-4144-84ed-eee85184d067


MCE Portals

Providers may register at mhsindiana.com to access MHS’ Secure Provider Portal, where they can:

• Manage multiple practices under one account
• Check member eligibility
• View member panels
• View medical history and gaps in care
• Submit/check authorizations
• Submit/check/adjust claims
• View HEDIS Pay for Performance Reports
• Access explanation of payments
• Communicate electronically with MHS, with one business day response time
• Access electronic copies of manuals, presentations, training material and various forms
• Access free online health library with click & print patient education material

http://www.mhsindiana.com/


Eligibility



Eligibility
Member eligibility can be confirmed using the IHCP Provider Healthcare Portal or 

the MCE provider portals.



Eligibility
Retro-eligibility

• Member eligibility categories may be established retroactively up to 3 months 
prior to the member’s date of application, if the member met eligibility 
requirements in each of those retroactive months. 

• When notified of member’s retroactive eligibility, the provider must refund to 
the member any payments made by the member for covered services 
rendered on or after the member’s eligibility effective date. 

• If the service was rendered more than 1 year ago and is past the filing limit, 
the provider must submit a claim with appropriate documentation requesting 
a filing limit waiver.



Eligibility
Retro-authorization

• If prior authorization (PA) is required for the covered service, such 
authorization may be requested retroactively up to 1 year from the date the 
member was enrolled.
• Provider must indicate “retroactive eligibility” on the authorization request 

form.  



Eligibility
Retro-authorization for Fast Track HIP members

• After the provider assists with the application for health coverage, they must complete a Fast 
Track Notification Form and fax to the MCE selected on the application.

— This process must be completed within 5 days of the date of admission.

• After eligibility has been established, the MCE will return a Full Eligibility Notification Form to 
the provider via fax. This form will contain the member’s MCE assignment and RID.

― The notification will occur within 7 days following eligibility discovery.

• The provider will then be able to submit a PA request for the service rendered since the first 
day of the month of the Fast Track prepayment. 

• Providers must verify eligibility and submit the PA request within 60 days of receiving the Full 
Eligibility Notification Form.

See BT201913 for more information on Fast Track 

https://www.in.gov/medicaid/providers/470.htm
https://www.in.gov/medicaid/providers/470.htm


Eligibility
Notification of Pregnancy (NOP)

Providers may receive $60 for one NOP per managed care member, per pregnancy. The following 
requirements must be met for a provider to be eligible for reimbursement for submitting an NOP:

• The NOP must be submitted via the Portal no more than 5 calendar days from the date of the 
office visit on which the NOP is based.

• The member’s pregnancy must be less than 30 weeks gestation at the time of the office visit on 
which the NOP is based.

• The member must be enrolled with a managed care entity (MCE), including pregnant women 
enrolled in an MCE through HIP, Hoosier Care Connect or Hoosier Healthwise, as well as 
presumptively eligible pregnant women enrolled with an MCE.

• The NOP cannot be a duplicate of a previously submitted NOP.

NOP Form and additional information: https://www.in.gov/medicaid/providers/480.htm

https://www.in.gov/medicaid/providers/480.htm


Prior Authorization



Prior Authorization

Who determines it?
• The MCE must operate and maintain its own prior authorization requirements.

• The MCE may limit coverage based on medical necessity or utilization control 
criteria, provided the services furnished can reasonably be expected to achieve 
their purpose. 

• The MCE is prohibited from arbitrarily denying or reducing the amount, duration, 
or scope of required services, solely because of diagnosis, type of illness, or 
condition.

• Remember, prior authorization is not a guarantee of payment but an 
authorization for the rendering of service(s).



Prior Authorization

What is it?

• The MCE may accept a nationally recognized set of guidelines, including but not 
limited to Milliman Care Guidelines. 

• Additional considerations:
• ASAM 
• IAC (Indiana Administrative Code)
• Right Choices Program
• Clinical Guidance
• DUR Board
• Medicaid Contract
• IHCP Provider Reference Modules
• IHCP Bulletins and Banners 



Prior Authorization

When is it needed?

• Inpatient care – always

• Continuation of emergent care

• Surgery

• Changes in level of care

• Non-contracted providers (Anthem, CareSource, MDwise)

• Right Choices Program

And more…



Prior Authorization

When is it not needed?

• Preventative services

• Self-referral services

• Emergencies

• Home health post-discharge

• Preferred drug list

And more…



Prior Authorization

What is needed?

• Completed Universal PA form

• Supporting documentation

• Contact information for the requestor

• Submission to the correct MCE



Prior Authorization

Where is the information?

• Code of federal regulations (CFR)

• Indiana administrative code (IAC), 405 IAC 5-3

• www.IN.gov/medicaid

– Banners, bulletins, medical policy manual, PA module, etc.

• MCE websites

– Anthem: https://mediproviders.anthem.com/in/Pages/prior-authorization.aspx

– CareSource: https://www.caresource.com/in/providers/provider-portal/prior-authorization/

– MDwise: https://www.mdwise.org/for-providers/forms/prior-authorization

– MHS: https://www.mhsindiana.com/providers/prior-authorization.html

https://www.in.gov/medicaid/providers/index.htmlhttps:/www.in.gov/medicaid/providers/index.html
https://mediproviders.anthem.com/in/Pages/prior-authorization.aspx
https://www.caresource.com/in/providers/provider-portal/prior-authorization/
https://www.mdwise.org/for-providers/forms/prior-authorization
https://www.mhsindiana.com/providers/prior-authorization.html


Prior Authorization

Why have it?

• Care Management

• Disease Management

• Utilization of Services (under and over)

• Fraud, Waste, and Abuse (FWA)

• Quality of Care

• Health Outcomes

• Early Detection



Prior Authorization

What are the timelines?

• All elective inpatient/outpatient services must be prior authorized at least 2 
business days prior to the date of service

• All urgent and emergent services must be called into MCE within 2 business days 
after the admit

• Previously approved prior authorizations can be updated for changes in dates of 
service or CPT/HCPCS codes within 30 days of the original date of service 

• Remember: Prior Authorization Appeals must be initiated within 30 calendar 
days (60 for MHS, 33 for MDwise) of the denial to be considered. Please note, 
this is different than a claim dispute, which must be requested within 60 
calendar days (67 for MHS).



Prior Authorization

How do I submit?

• Prior Authorizations can be obtained by: 

– Going to www.availity.com and using the Interactive Care Reviewer (ICR) or by calling HHW 
866-408-6132, HCC 844-284-1798 or HIP 844-284-1798.

– Fax 

• Inpatient Physical Health: 888-209-7838 

• Inpatient Behavioral Health:  877-434-7578

• Outpatient Physical Health: 866-406-2803 

• Outpatient Behavioral Health:  866-877-5229

– Pharmacy PA fax 844-864-7860 for prescriptions and 888-209-7838 for Medical injectables

http://www.availity.com/


Prior Authorization

How do I submit?

• Prior Authorization for Radiology, Sleep Studies and Outpatient Rehabilitative and 
Habilitative services
– AIM Web Portal can be accessed via availity.com or https://providerportal.com/

– Phone # 800-714-0040

• AIM Reconsideration 
– AIM will accept reconsideration review at 800-714-0040 or via the portal up to 10 business days from 

the denial decision date. 

https://providerportal.com/


Prior Authorization

How do I submit?

• Prior Authorizations can be obtained by: 

– Email: inmedmgt@caresource.com

– Phone: 1-844-607-2831

– Fax: 1-844-432-8924

– Mail:
CareSource
Attn: IN Utilization Management
P.O. Box 44493
Indianapolis, 46244

mailto:inmedmgt@caresource.com


Prior Authorization

CareSource partners with 

NIA Magellan to implement

a radiology benefit

management program for

outpatient advanced imaging

services. 



Prior Authorization

How do I submit?

• Prior Authorizations can be obtained by: 

– Fax 

• Hoosier Healthwise: 1-888-465-5581

• Healthy Indiana Plan Inpatient: 1-866-613-1631

• Healthy Indiana Plan Outpatient: 1-866-613-1642

• Questions regarding a PA submission?

– Call: 1-888-961-3100



Prior Authorization

How do I submit?

• Check to see if a pre-authorization is necessary by using our online tool located on the 
sidebar. It's quick and easy. If an authorization is needed, you can: 

– Phone: 1-877-647-4848

– Fax: 1-866-912-4245

– Online: Provider Portal

• Questions regarding a PA submission?

– Call: 1-877-647-4848

https://provider.mhsindiana.com/sso/login?service=http://provider.mhsindiana.com/careconnect/j_spring_cas_security_check;jsessionid%3DPOHJcJo8R228I504GZyAsA__.nwebprodNode03


Prior Authorization

How do I submit?

• MHS partners with NIA for the outpatient Radiology and physical medicine services 
(physical therapy, occupational therapy and speech therapy) PA Process*.

• PA requests must be submitted via:

– Electronic
• NIA Web site at www.RadMD.com

– Phone: 1-866-904-5096

*Not applicable for ER and Observation requests

https://linkprotect.cudasvc.com/url?a=http://www.RadMD.com&c=E,1,3TzOGXEKrYfbEJ54zyWgxmuFdMx5PaurgjFVpvg3NLT1iaXfstTrTElb-pE4rook0VCUxyW4W5dwPqNJghLY-pm0ezsSK5-gvrolZRS8TOPDSQxeIj0,&typo=1


Prior Authorization

How do I submit?

• Durable & Home Medical Equipment requests should be initiated via MHS secure 
portal.
– Simply go to www.mhsindiana.com , log into the provider portal, and click on “Create 

Authorization.” Click DME and you will be directed to the Medline portal for order entry.

• Fax: 1-866-346-0911

• Phone: 1-844-218-4932



Prior Authorization

How do I appeal?

• Remember: Prior Authorization Appeals must be initiated within 30 calendar 
days (60 for MHS, 33 for MDwise) of the denial to be considered. Please note, 
this is different than a claim dispute, which must be requested within 60 
calendar days (67 for MHS).

• MCE will acknowledge an appeal was received within 3 business days.

• MCE will send decision letter within 5 business days of the clinical 
decision/determination.

• Peer-to-Peer review is also available.



Prior Authorization

How do I appeal?

• Prior Authorizations can be appealed by:

– Fax: 1-855-535-7445

– Mail:
Anthem Blue Cross and Blue Shield
Provider Disputes and Appeals
P.O. Box 61599
Virginia Beach, VA 23466

– Expedited PA Appeals: 1-855-516-1083



Prior Authorization

How do I appeal?

• Peer to Peer Review

• By Phone @ 866-902-4628 opt 1. 
– Peer to Peer requires 3 dates and times for follow up.

– Note this can be found in the Anthem Reconsideration Process found at Anthem.com/inmedicaiddoc



Prior Authorization

How do I appeal?

• Prior Authorizations can be appealed by:

– Phone: 1-844-607-2831

– Fax: 1-844-417-6262

– Paper
• Provider Clinical Appeal Form

• https://www.caresource.com/documents/in-med-provider-clinicalclaim-appeal-form/

• Clinical Peer Review

– Call: 1-844-607-2831, extension 12830 

https://www.caresource.com/documents/in-med-provider-clinicalclaim-appeal-form/


Prior Authorization

How do I appeal?

• Prior Authorizations can be appealed by:

– Mail
MDwise Customer Service Department
Attn: Appeals
P.O. Box 441423 
Indianapolis, IN 46244-1426

– Phone: 1-800-356-1204

• If you have any questions regarding this denial decision or would like to discuss the 
denial decision with the Physician Reviewer, which is a peer review, please call our 
Medical Management Department at 1-800-356-1204.



Prior Authorization

How do I appeal?

• Prior Authorizations can be appealed by: 

– Mail:
Managed Health Services
Attn: Appeals Coordinator
P.O. Box 441567
Indianapolis, IN 46244

• Providers must initiate appeals within 60 days of the receipt of the denial letter for MHS 
to consider.

• Additional Information found in the MHS Provider Manual

https://linkprotect.cudasvc.com/url?a=https://www.mhsindiana.com/content/dam/centene/mhsindiana/medicaid/pdfs/2019-Provider_Manual.pdf&c=E,1,as4A2Mp4Bg0_vSorEGWQnyRMCzCb9TqgTk9eqGQu1pYr_eguGDdm6TzmfvdHfKLPY5PJxvM696C5U_IkFrxcTOu3ggLqWCf3WlRK55Pzs_awNltLykrluuxsxw,,&typo=1


Prior Authorization

How do I initiate peer-to-peer review?

• Practitioners who disagree with a determination based on medical necessity may 
request a peer-to-peer review within 10 calendar days of the denial. 

• The provider must contact MHS Appeals and provide three available dates and 
times to schedule a personal discussion with the MHS Medical Director or 
Pharmacist reviewer who rendered the determination. 

• Providers may contact MHS Appeals at 1-877-647-4848, extension 87058 to leave 
a voice mail with their availability.



Claims



Claims 
Claim Submission 

Timelines:
• Contracted or In-Network providers: 90 calendar days from the date of service or 

discharge date.

• Other insurance as primary: 90 days from the date of the primary remit

• Non-Contracted or Out-of-Network providers: 180 calendar days from the date of 
service or discharge date 

Exceptions:
• Newborns: Services rendered within the first 30 days of life have a 365 day timely filing 

limit.
• Other insurance as primary Insurance



Claims 

Billing requirements for CMS-1500:

• Box 24J: rendering provider NPI 

• Box 33: group/billing provider’s service location on file with IHCP-complete 
address with complete 9-digit zip code (no PO Box or remit address) 

• Box 33A: group billing provider NPI

• Box 33B: group billing taxonomy code 

Note:  The National Provider Identifier (NPI) number, Tax Identification Number 
(TIN) and Taxonomy Code are required on all claims. 

• Note:  Be sure you report all of your NPI numbers and taxonomies with the State 
of Indiana at www.IN.gov/Medicaid. 

http://www.in.gov/Medicaid


Claims 

Billing requirements for UB-04

• Box 1:billing provider service location name, address and expanded ZIP Code + 4 

• Box 56: 10 digit NPI for the billing provider 

• Box 81ccA: Billing taxonomy (required for Anthem)

Note:  The National Provider Identifier (NPI) number, Tax Identification Number 
(TIN) and Taxonomy Code are required on all claims. 

• Note:  Remember to attest all of your NPI numbers with the State of Indiana at 
www.IN.gov/Medicaid. 

http://www.in.gov/Medicaid


Claims 

Claim Processing

Timelines:  

• 21 days for electronic clean claims

• 30 days for paper clean claims

• Before you resubmit, check the claim status via the portals. If there is no record of the 
claim, resubmit.

Note:  A “clean claim” is one in which all information required for processing the 
claim is present. 



Claims 

Claim Submission for Medical and Behavioral Health

• Online through www.Availity.com

• Paper claims:
Anthem Blue Cross and Blue Shield
Attn: Claims
Mail Stop: IN999
P.O. Box 61010
Virginia Beach, VA 23466

• Electronic submission:
Professional Claims: 00630

Facility Claims: 00130

http://www.availity.com/


Claims 

Claim Submission 
• Online through the Provider Portal

• Paper claims:
CareSource
Attn: Claims Department
P.O. Box 3607
Dayton, OH 45401

• Electronic submission:
CareSource payer ID number: INCS1

https://providerportal.caresource.com/IN/


Claims 

Claim Submission for Medical and Behavioral Health
• Paper claims:

MDwise/McLaren Health Plans
P.O. Box 1575
Flint, MI 48501

• Electronic submission:
Hoosier Healthwise EDI: 3519M
Healthy Indiana Plan EDI: 3135M



Claims 

Claim Submission

• Online through the Provider Portal

• Electronic submission:
Electronic Payer ID: 68069

• Paper claims:
Managed Health Services
P.O. Box 3002
Farmington, MO 63640-3802

https://www.mhsindiana.com/providers/login.html


Claims 

Claim Submission for Behavioral Health

• Online through the Provider Portal

• Electronic submission:
Behavioral Health Payer ID: 68068

• Paper claims:
Managed Health Services
P.O. Box 6800
Farmington, MO 63640-3818

https://www.mhsindiana.com/providers/login.html


Claims 
Claim Acceptance & Adjudication (applies to all MCEs)

• System reviews claim for errors and critical fields (i.e. dates of service, 
billing/rendering provider, etc.) prior to acceptance.

• Regulatory requirements (federal and state) mandates certain information to be 
present in order to accept and pay a claim.

• NPI common rejection/denial; provider information on claim must match record 
at State – a State requirement. (SAPI)

• Depending on services or claim components, claim may need to be manually 
processed by claims processor. 



Claims 

Claim Rejection  

• Rejected claims – Claims with invalid or missing information that are rejected 
prior to entering into the claims system

• Rejected claims may be corrected and resubmitted.

• Examples of rejected claims*

– Provider/practitioner not enrolled in IHCP

– Invalid member RID number

– Incorrect type of bill for the service or location

– Missing or invalid modifier

*Anthem does not reject claims with missing information; instead claims are processed in the system and if 
information is missing or incorrect, the claim is denied.  



Claims 

Claim Denial 

• Largest single sources of claim denials include:
– NPI

– Timely filing

– Prior authorization

– Duplicate claim

– Service not covered 

• Denied claims can be disputed and/or appealed by providers.



Claims 

Top 5 Claim Denials for 2019 (Anthem now hosts monthly webinars on the third Friday of each month to provide 
updates)

Professional Claims:
• Billing NPI Denials Z33
• Duplicate Submission 346, CDD, GD0, i56, WIN, Y38
• Deny PA Not Obtained Y3Z, Y40, Y41, YAJ
• Submitted after plan filing limit TF0, TF1, X15, X16
• Services not eligible for this provider (This denial pertains to the Methadone Treatment Centers) GC9

Facility Claims:
• Submitted after plan filing limit TF0, TF1, X15, X16
• Duplicate Submission 346, CDD, GD0, i56, WIN, Y38
• Billing NPI Denials Z33
• Attending NPI Denials Z28, Z32
• Deny PA Not Obtained Y3Z, Y40, Y41, YAJ



Claims 

Top 5 Claim Denials for 2019

Professional claims:
• Service requires authorization (131/270/3E1/4E1/X94/ZF7)
• Not a covered service (4GB)
• Incomplete/invalid rendering provider NPI (KNP/OR7)
• Invalid or missing claim line/data (p03)
• Procedure has an unbundle relationship (z58/z76/z77)

Facility claims:
• Service not payable for provider (9NP/9PS/9SD/XPS/Z23)
• Invalid or missing claim/line data (p03)
• Invalid procedure code (N13/XNC/e03)
• Procedure has an unbundle relationship (z58/z76/z77)
• Service requires authorization (3E1/8E1)



Claims 

Top 5 Claim Denials for 2019

Professional claims:
• Duplicate Claim/Service (18)
• W9 is required (272)
• Member has other insurance information – no EOB attached to claim (22)
• Member not enrolled with health plan – unknown member assigned to claim (177)
• Payment denied for absence of authorization or exceeds authorization units (197)

Facility Claims:
• Duplicate Claim/Service (18)
• Claim requires valid condition code (16)
• Other insurance payments must be reported at the claim line level to be considered (16)
• Member has other insurance information – no EOB attached to claim (22)
• Service is not reimbursable for this provider (96)



Claims 

Top 5 Claim Denials for 2019

1. Time Limit For Filing Has Expired (EX29)

2. Bill Primary Insurer 1st (EXL6)

3. Authorization Not On File (EXA1)

4. Denied After Review of Patients Claim History (EXya)

5. Invalid or missing modifier (EXIM)

Additional Information for Denial Codes can be found using this link 
https://www.mhsindiana.com/content/dam/centene/mhsindiana/medicaid/pdfs/0917-OS-P-
WM-EX-Code-Descriptions-MHS-Denial-Codes-11-17-2017.pdf

https://linkprotect.cudasvc.com/url?a=https://www.mhsindiana.com/content/dam/centene/mhsindiana/medicaid/pdfs/0917-OS-P-WM-EX-Code-Descriptions-MHS-Denial-Codes-11-17-2017.pdf&c=E,1,EgEwc2OiicrrJ8bRmwGxR6nMX_XYwJvk3Cl4S2BvcS0aJIrjwRiIs03PYZOwsfvKVeEWGoDow5Y3AuXIqkqwckikMGAHNdDQRqJB8DavsLOSwTmGl7kzKQ,,&typo=1


Claims 

Claim Adjustment (applies to all MCE’s)

• A corrected claim can be submitted following IHCP claim adjustment processes.

• A claim adjustment code is required on all claims, based on the type of claim 
submitted.
– Example: Frequency 7 entered in Box 22 of the CMS 1500 form.

– Example: Frequency 7 used as the last digit for the bill type on a UB04 form (i.e. 1x7)

• The original claim number must also be listed on the corrected claim. 
– Box 22 on the CMS 1500 and box 64 on the UB04. 

• Handwriting or stamping on a claim will not be accepted as submission of a 
corrected claim. 



Claims 
Claims disputes must be:

• Filed within 60-calendar days from the date on the remittance (MHS allows 67 
days)

• Submitted in writing (Anthem takes verbally/Availity, CareSource can be done via 
portal) – add submission information

• Completed prior to requesting an appeal

Note:
• Disputes that are not filed within the defined time frames will be denied without 

a review for merit.
• Disputes are available for participating and non-participating providers



Claims 

Claims appeals must be:

• Be filed after the dispute decision.

• While FFS requires filing within 15 days of the date of dispute determination,  
Anthem allows 30 days and CareSource, MDwise allows 60 days and MHS allow 
67 days.

Appeals will be resolved within 45 calendar days from the date of the receipt 
of the appeal. 

All appeal decisions are final.



Claims 

Claim Disputes/Appeals

• Submit disputes electronically at www.availity.com, through provider services*.

• Mail: Anthem Blue Cross and Blue Shield

Provider Disputes and Appeals
P.O. Box 61599
Virginia Beach, VA 23466

(this address includes 2nd level administrative appeals)

• Fax: 1-855-535-7445

*Electronic submission not available for appeals.

http://www.availity.com/


Claims 

Claim Disputes/Appeals
• Electronically on the CareSource Provider Portal

• Mail:
CareSource
Attn: Health Partner Appeals
P.O. Box 2008
Dayton, OH 45402
Fax: 844-417-6262

• If you believe the claim was processed incorrectly due to incomplete, incorrect or unclear 
information on the claim, you should submit a corrected claim.

• Claim Dispute form: https://www.caresource.com/documents/claims-dispute-form-in-med-
provider/

https://mdw.core.valence.care/https:/linkprotect.cudasvc.com/url?a=https://providerportal.caresource.com/IN/User/Login.aspx?ReturnUrl%3d/IN&c=E,1,R9HDN1jtqlo-98JvAd8wv8k87hv5UyC0m5YqZv8_0DRsbqzkNRCUjzd0d8blKOre_CQctqDbJ9LzQM_DO7cdJ3ud62XxtB13PIcK6UnaqhrO0m0S&typo=1
https://www.caresource.com/documents/claims-dispute-form-in-med-provider/


Claims 

Claim Dispute (in order of process)

• Call the Provider Customer Service Unit (PCSU): 1-833-654-9192

• Submit the Claim Adjustment Request Form  

• Dispute the claim by emailing the form to cdticket@mdwise.org or mailing to:
MDwise

P.O. Box 441423

Indianapolis, IN 46244-1423

Attn: Disputes

https://www.mdwise.org/MediaLibraries/MDwise/Files/For Providers/Forms/Claims/Provider_Claims_Adjustment_2018.pdf
https://www.mdwise.org/MediaLibraries/MDwise/Files/For Providers/Forms/Claims/claims_dispute_form.pdf
mailto:cdticket@mdwise.org


Claims 

Claim Disputes/Appeals
• Filing information found in the MHS Provider Manual 

• Level One Appeal: Must be made in writing by using the MHS informal claim dispute/objection 
form, available at www.mhsindiana.com/provider-forms. 

• Send to MHS within 67 calendar days of receipt of the MHS explanation of payment (EOP). Please 
reference the original claim number. Requests received after day 67 will not be considered.

• Submit all documentation supporting your objection to: 

Managed Health Services
Attn: Appeals
P.O. Box 3000
Farmington, MO 63640-3800

https://mdwise-my.sharepoint.com/:x:/r/personal/jhibbert_mdwise_org/_layouts/15/doc2.aspx?sourcedoc={C68AECF2-3145-4FA3-AAC3-BB7416666198}&file=Contract Inquiries.xlsx&action=default&mobileredirect=true&cid=22d3cd2f-c807-4154-babd-fc0aca8a0a17https://linkprotect.cudasvc.com/url?a=https://www.mhsindiana.com/content/dam/centene/mhsindiana/medicaid/pdfs/2019-Provider_Manual.pdf&c=E,1,bOmzxapl_aGbd4PONg2zUkZt7fkbV354QDgIryeB0faDGm3LAtIfmbceXtqwr1ZRvoi2ZyyUWeLW7NvI-opzSwacb1W-RSxfHTzg22BBDk8uv5gz05HI3hcT&typo=1
http://www.mhsindiana.com/provider-forms


Claims 

Claim Disputes/Appeals

• Filing information found in the MHS Provider Manual 

• Level Two Appeal: If you disagree with your level one decision, submit the informal claims 
dispute or objection form with all supporting documentation to the MHS appeals address:

• Managed Health Services
Attn: Appeals
P.O. Box 3000
Farmington, MO 63640-3800

• To follow up on your dispute or appeal submission, please call 1-877-647-4848.

https://mdwise-my.sharepoint.com/:x:/r/personal/jhibbert_mdwise_org/_layouts/15/doc2.aspx?sourcedoc={C68AECF2-3145-4FA3-AAC3-BB7416666198}&file=Contract Inquiries.xlsx&action=default&mobileredirect=true&cid=22d3cd2f-c807-4154-babd-fc0aca8a0a17https://linkprotect.cudasvc.com/url?a=https://www.mhsindiana.com/content/dam/centene/mhsindiana/medicaid/pdfs/2019-Provider_Manual.pdf&c=E,1,bOmzxapl_aGbd4PONg2zUkZt7fkbV354QDgIryeB0faDGm3LAtIfmbceXtqwr1ZRvoi2ZyyUWeLW7NvI-opzSwacb1W-RSxfHTzg22BBDk8uv5gz05HI3hcT&typo=1


Claims 

Claim Disputes/Appeals
• Arbitration: 

– To initiate arbitration, the provider should submit a written request to MHS on company letterhead. 
– The request must be postmarked no later than 60 calendar days after the date the provider received MHS’ 

decision on the administrative claim appeal. 
– The letter should explain arbitration is being requested, the reason the provider still believes the claims 

should be paid or adjusted, along with sufficient information to allow MHS to identify the claims and verify 
they have been considered at both the dispute/objection and the appeal stage prior to the arbitration 
request. 

• Send such requests to*: 

MHS Arbitration 
550 N. Meridian Street 
Suite 101 
Indianapolis, IN 46204 

*unless otherwise directed in the letter



Provider 

Maintenance



Provider Maintenance
• It is the provider’s responsibility to ensure that the enrollment information on file for 

that provider is complete and current, and to notify the IHCP and the MCE’s of any 
changes.

• Not updating your information with each MCE could cause claim denials/rejections or 
provider termination.

• Providers must make changes with IHCP prior to making changes with the MCE’s.

• Provider information updates include:

• Address changes including mail-to, pay-to, service location or legal address

• Tax Identification Number (TIN) changes

• Provider specialty

• Enrollment status (disenrollment requests)

• Legal name or doing business as (DBA) name



Provider Maintenance

• Provider information can be updated using the Provider Maintenance Form 

• This form is for physicians, providers, professionals and ancillary providers to apply for 
participation with Anthem Blue Cross and Blue Shield in Indiana.

• This form can also be used for non-contracted providers who are interested in joining 
Anthem’s network.

• Questions regarding this form?

• Call: 1-800-455-6805

https://www.anthem.com/wps/portal/ahpprovider?content_path=provider/in/f4/s3/t0/pw_a031287.htm&rootLevel=3&state=in&label=Provider Maintenance Formshttps://www.anthem.com/wps/portal/ahpprovider?content_path=provider/in/f4/s3/t0/pw_a031287.htm&rootLevel=3&state=in&label=Provider Maintenance Forms


Provider Maintenance

• Provider information can be updated using the Health Partner Change Request Form.

• Changes can also be submitted using the CareSource Provider Portal.

• Questions regarding this form?

— Call: 1-844-607-2831

https://www.caresource.com/documents/in-p-0097a_in-health-partner-change-request-form/
https://mdw.core.valence.care/https:/linkprotect.cudasvc.com/url?a=https://providerportal.caresource.com/IN/User/Login.aspx?ReturnUrl%3d/IN&c=E,1,gsBHr-2RrQZs4_RXrrHDumChaeB1nGXN1zYKakgqcP4fXRS_HCNnzcfb0FK25uI8hIoBv2M72DxagIMBZm72kCQsyV8GdM99y7mX5KJ9uQ,,&typo=1


Provider Maintenance

• Provider information can be updated using one of the following forms:

— Provider Update Form (for PMPs)

— MCE Provider Enrollment/Update Form

• Questions regarding this form?

— Call: 317-822-7300, extension 5800

https://www.mdwise.org/MediaLibraries/MDwise/Files/For Providers/Forms/Provider Enrollment/Provider-Update-Form.pdfhttps:/www.mdwise.org/MediaLibraries/MDwise/Files/For Providers/Forms/Provider Enrollment/Provider-Update-Form.pdf
https://www.mdwise.org/MediaLibraries/MDwise/Files/For Providers/Forms/Provider Enrollment/mce_provider_enrollment_form.pdf


Provider Maintenance

• Provider information can be updated using the Provider Demographic Update Tool.

• Questions regarding this form?

— Call: 1-877-647-4848

https://www.mhsindiana.com/providers/resources/demographic-update-tool.html


Gateway to Work



Gateway to Work

Gateway to Work (GTW) is a part of the Healthy Indiana Plan (HIP). It connects 
HIP members with ways to look for work, train for jobs, finish school and 
volunteer. Starting in 2019, members may be required to do GTW activities to 
keep their HIP benefits. 

• Family and Social Services Administration (FSSA) will assign a GTW status to all 
HIP members: reporting, reporting met or exempt.

• GTW members will be assessed at the end of each calendar year to determine 
if requirements were met for at least eight of the 12 months.



Gateway to Work

GTW statuses include:
• Exempt — The member meets an exemption for GTW. They are not required 

to participate during months they are exempt; however, exempt members can 
still participate in GTW optionally.

• Reporting met — The member does not meet an exemption, but already 
works at least 20 hours per week as reported to FSSA. The member does not 
need to do anything new for GTW unless they report a change of employment 
to FSSA.

• Reporting — The member is required to do GTW. They will have to work, 
attend classes or volunteer and report those activities each month through 
the FSSA Benefits Portal or their managed care entity (MCE).



Gateway to Work
GTW exemptions include:*
• Those deemed medically frail.
• Pregnant women.

• Members 60 years of age or older.
• Caregiver:

Of a dependent child under 7 years old.

Of a disabled dependent.
Of an abused of neglected child (Kinship Caregiver).

• Those with a certified temporary illness or incapacity

• TANF/SNAP recipients.
•Homeless individuals.
•Institutionalized/recently incarcerated individuals.

•Those in active substance use disorder treatment.
•Those Students (half or full-time).

* Other possible exemptions will be reviewed for good cause on a individual basis.



Gateway to Work
Qualifying activities include:

Work
• Employment
• Job search activities
• Education related to employment

Learn
• Adult/General education
• Job skills training
• Vocational education or training

Serve
• Volunteer work
• Community service/public service with any organization



Gateway to Work

Hours phase-in begins January 2019:
• Required hours increase incrementally over 18 months to be fully 

implemented by July 1, 2020.
• Monthly hour requirement phase-in timeline:



Gateway to Work

State developed website with information and member resources 
https://www.in.gov/fssa/hip/2466.htm.

https://www.in.gov/fssa/hip/2466.htm


Resources



Member EligibilityResources
IHCP Provider Reference Modules
• https://www.in.gov/medicaid/providers/810.htm

MCE Manuals
• Anthem: www.anthem.com/inmedicaid

• CareSource: https://www.caresource.com/documents/in-hip-hhw-health-partner-manual/ 

• MDwise: https://www.mdwise.org/for-providers/manual-and-overview

• MHS: https://www.mhsindiana.com/providers/resources/guides-and-manuals.html

https://www.in.gov/medicaid/providers/810.htm
http://www.anthem.com/inmedicaid
https://linkprotect.cudasvc.com/url?a=https://www.caresource.com/documents/in-hip-hhw-health-partner-manual/&c=E,1,dlNx4dDMooy9yAuV6y6ZYDCnm5-RrZhFNrWxRAURpUBqVPuKCVXwzy2AjyvOTzG7McplsBbuObQ2Uqi1vDTpolEZS8pclaWKHd41v0To3_jQ0J6HXfw,&typo=1
https://www.mdwise.org/for-providers/manual-and-overview
https://www.mhsindiana.com/providers/resources/guides-and-manuals.html


Member EligibilityResources
Bulletins & Banners

• IHCP: https://www.in.gov/medicaid/providers/737.htm

• Anthem: www.anthem.com/inmedicaid

• CareSource: https://www.caresource.com/in/providers/tools-resources/updates-
announcements/medicaid/

• MDwise: https://www.mdwise.org/for-providers

• MHS: https://www.mhsindiana.com/providers/provider-news.html

https://www.in.gov/medicaid/providers/737.htm
http://www.anthem.com/inmedicaid
https://www.caresource.com/in/providers/tools-resources/updates-announcements/medicaid/
https://www.mdwise.org/for-providers
https://www.mhsindiana.com/providers/provider-news.html


Member EligibilityResources



Member EligibilityResources

Provider Network Relations 
Behavioral Health



Member EligibilityResources



Member EligibilityResources



Member EligibilityResources

Territory Map



Member EligibilityResources

Territory Map



Thank You!


